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Committee Observations
Since the mid-1960s, the combined efforts of individuals, organizations, and public agencies have enabled EMS in this country to achieve major progress. It has advanced from being the province of concerned but largely untrained volunteers and the most junior medical staff to a highly sophisticated field of medical and paramedical care for which even the many volunteers still involved must have special training. Even with the substantial accomplishments recounted above, however, EMS systems continue to face very real problems in ensuring the consistent delivery of optimum care.
Children are at particular risk because of the long-standing failure to recognize the distinct nature of the care that they require. Over the past 10 years, clinical and organizational requirements in emergency care for children have gained much needed attention, and changes are beginning in the way providers are trained and EMS systems are run. For example, in August 1992, the Maryland EMS system named an associate medical director specifically for children's programs (MIEMSS, 1992), and in September 1992, the governor of New Jersey signed legislation establishing an EMS-C program in the state EMS office (New Jersey P.L. 1992, c.96). In Texas, legislation to establish EMS-C has been drafted for consideration during the 1993 session of the state legislature (EMS-C National Resource Center, 1992). Steps such as these must continue and the need for them must be widely recognized if children are to benefit from the full capabilities of modern emergency services.
PROVIDING EMERGENCY MEDICAL SERVICES
EMS systems must to be able to perform certain basic functions in order to deliver timely and appropriate care, but they must have both a narrow and a broad view of their responsibilities. In the narrow and most immediate situation, EMS systems have to address how to provide rapid access to effective care for each individual patient they see. From a broader perspective, they have to look at how the pieces of the system can be organized to bring that care to the largest number of cases. Achieving these goals involves both medical and administrative considerations.
The 1973 EMSS Act was one of the first efforts to delineate EMS system functions. The 15 components that it specified shaped the development of EMS systems throughout the United States by defining the proper scope of such systems and the competencies needed to provide good care (see Table 3-1). Although they are reflected in many systems, these components sometimes have become independent activities without the kind of interconnections that a true system of care requires (NAS/NRC, 1978a; Foltinperman and Backer, 1991; Funke, 1992).ently difficult that a federally funded program was needed to spur progress. In the late 1970s, Calvin Sia began working with Senator Daniel Inouye (D-HI) and Patrick DeLeon of the medicine is now available through the Ameri-ing. Recommendations from many sources for a national emergency telephone number Led, in 1973,son et al. (1989) defined disability as inability to perform age-appropriate physical activities as determined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
